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The recentification survey was conducted from I'a?\ Hg—im
January 8. 2008 through January 10, 2008 using A2RG
the full survey process, A randem sample of two O __;" 2 )
clients was s:lected from a residentia) population e <
of threc malus with mental retardation gnd other ™ z%
disabllitics. The survey findings were based on o

observations in the group home and at two day

Programs, inerviews, and a review of records,
including unusual incident Teports,
483.410(c)(1) CLIENT RECORDS

WI10 | The facllity » ust develop and maintain a WIL0 | The Governing body seeks to ensure that is
recordkesping sysiem that includes a separare record keeping systemn meets the standands
record for eec client. outlined i the policy and procedures

refating to Client Racords, The govemning

This STANDARD is not met ag evidence by: plans o do so by ensuring that a copy of all
Based on interview and record revicw, the consents applicable to each individual is
tacility failed :0 maingain Client #1's record by appropriately filed in their records for future
Ensuring neoe:mary consent forms wers kept on reference,
file.
The findings includes:
Laterview with the Qualified Mental Retardation Client #1°s grandmethar figned the consent | 1/2472008
Professional ((YMRP) and review of Client #1's docurnents for him to have g colonoseopy.
medical recorc on Jenuary 10, 2008 at 1:20 PM Provisions will be made to obiain a copy of
reveaied the ciient had a colonoscopy on the signad consent placed in his medical
Jatiuary 7, 2008. 1t should be noted that book. Client #1's grandmother is his
interview with the House Manager (HM) on fimited medical guardian and this has been
January 3, 2003 at 12:31 PM revealed that the mede know to the court

client did not have the capacity 1o pive informed
corsent for he 1se of nedication and/or
medical servics. The HM revegled that Clisne
#1 had a grandinother that was jnvolved in his
life and would e the Person responsible for
giving medical consent, The HM was
interviewed on Januvary 10, 2008 to ascertain if J

consent had bern obtained for the Tanuary 7,

08 colonoser py. According to the

E.S OlLeROVIbER S(PPUER REbE A'nvs'ssrﬁmmks £ {x6) DATE

DSy it/ s B /L.."

- v .

ficiency stamment ending with/an Yyferis /%) domolea & deficion which tha institution may by $reoused from comreoti g Providing & is
determincd that other safcguards peovide sufficient protection ta the patiens. (See instructions.) Except forl / ursing homos the findings stted above
are disposablc 90 doys faf) wing the dare of surwey whether ot not y plan of corroction i provided For nursing Irernes, the above findings and plans or
correction are disclosably 7 } days Rollowing "lic datg these dacumants, ore mada qvaitabic 1o the Tacifity, It deficiencies are eled an gpproved plan of
coImection is requisite 1o cq Tineed prograim Ppartisipation.
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WO | HM coc sent had been obmined howeverthe | W10
consent form was submitted to the hospital
&t the titne of the colonoscopy and there was
no Gopy of the consent maintained in Client
#1's recird. At the time of the survey, the
faciliey Iailed to ensure Client #) s record
was maintained o make certaln ralevant
consents were kept,
w120 | 4B34101d){3) SERVICES PROVIDED w120
WITH CUTSIDE SOURCES
The facil 1y must assure that outside serviecs
mests the needs of each client.
This STANDARD is not met s evidence by: The Govemning Body seeks to ensure that
Based oo observation, interview, and record all services provided by outside sources are
Teview, U o facility failed to ensure that outeide obtainable and meets the needs of the
Services rieet the nieeds of ong of the threg individuats served,
clients (Client #2) included in the satmple.
The findings include:
Observati »n of Client #2 at hig day program The QMRP compl isi
pletes monthly visits to 1/24/2008
on Januer,: 5, 2008 at 12:29pm revealed the cach individual’s assigned day program.
olicnt in & large room with Approximately 23 The QMRP has set up 2. meeting with the
ather clierts and 4 staff’ The television was on .| 2ssigned case manager, and Dirsctor o
around the roum, The client Was not observed | - curretit placement is unable to provide hirg
to be engngad in any constractive activity for with stuctured activitles another placement
37 minue: (I:GGpm): At that Gme, the chiang will be explored with him, his circle of
Was obserred to leaving the day Progratn to go support, and his assigned cose manager.
for a walk,
(nterview was conducted with the program The QMRP will enisure that the program 1/24/2008
directar on Jamuary 9; 2008, 1o ascartain what scheduled that is being followad is otrrent
activity the clisnt should be engaged in during and meaningful to the [ndividug] by
the aforem :ntioned time frame (from 12:291 completing monthly visits,
1:06). According to the director, the client,
Who had recently completed his unch was '
scheduled
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§T JOHN
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XD
PREFIX
TAG

SUMM ARY STATEMENT OF DEPICIENEES
{EACE DEFICIENCY MUST BE PRECEDED BY
FULL iEGULATORY OR LSC DENTIFYING
INFORATION)

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEPICIENSY)

congtEom

TaTE

W 120

W24

Cortinued From page 2
%3 engiage in socfalization activities {y
order to increase liis socialization
skiils, The director fiurther revealed that
the client was provided with social skills

training previously that momning and
the tirze after lunch was used for the
client to practice some of the Training

that was given that morning. The
directyr verified the statement by .
providing a copy of the client's activity
sohedule for review. The activity
schednic was dated for the months of
Septeraber through December 2007, At
the tirr.c of the survey, the facility failed
to ensure Client #2's day program
activits schedulo was current,

Continied interview was conducted
with the day program's director to
ascertain information on what the client
Was le; ming af the day program. The
director provided the client's recotd for
revicw and it revealed that active
trealment documentation had ceased
after September 30, 2007, Interview
was conduoted with the person
respontible for documenting the
therapeutic activities on January 9,
2008 ar approximatcly 1:53 PM and
he/she verified that the documentation
was behind, At the time of the survey,
the facl. ity failed to ensure the day
prograni’s active treatment
documcntation for Client #2 was
current,

483.420/3)(2) PROTECTION OF
CLIENTS RIGHTS

The fac’lity must ensure the rights of
ali cliems, Therefore the facility thust
inform each clisnt, parent (if the client
is xmincr), or lcgal guardian, of the
client's riedical condition,
developraental and behavioral status,
attendan; risks of treatment, and of the
right to rzfuse treatment.

W20

The QMRP will request reports during
monthly visks to ensure that the
documentation remains current and reflects
the progress of the individual,

Wi24

The Goveming Body seeks to tnsure that

the rights of all individuals served are
protected This is evident in thejr
participation in se f-advocacy groups Bvery
ather month, The individuals i the home
also facilitate Sel-Direction mectings onee
awaek, Atthe Self Direction mextings the
individuals discuss their rights and gther
topics of interest 1o them. This gives them
an opportunity to express themselves and
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Wi24 | Contitued From page 3 W14 voice their opinions.
This STANDARD is not met a3
evidenced by: Based on interview and
racotil review, the facility failed to
ensut * the rights of each client and/or
their legal guardian to be informed of
the cl.em's medical condition,
develupmental and behaviora] Status,
attendaitt risks of treatment, and the
right 13 refuse freatment, for one of the
two clicnts (Client #1) included ig the
sampla.
The fiading includes:
Intarv.cw with the Qualifiad Mental Client #1°2 prandmather signed the oonsent
Retarcation Professionai (QMRP) and documents for him o have g colonoscopy. 172472008
review of Client #1°s medical record Frovigions will be made to obtzin a copy of
on Janaary 10, 2008 at 1:20 PM the signed consent placed in his medical
revezlod the client had a colonoscopy book. Client #1's grandmather is his
on Jan sary 7, 2008, Continped limltad medical guardian and this has been
intervi »w was conducted to ascertain if made known to the couort.
consent had been abtained for the
invasiy ¢ procedure. According to
intervisw with the House M
(HM) on Janoary 10, 2008, oonsent

was ob:ined by the client's

grandm other and was submitted to the
hospital at the tme of the scheduled
coionoucopy, The HM further revealed
that 2 ¢ypy of the consent was not
maintained in the client's record, It
Should s¢ noted that interview with the
HM on January 8, 2008 s1 12:31 PM
reveale: that the client did not have the
capacity to give informed consent for
the use >f medication and/or medical
servige:, The HM revealed that Client
#1 had 1. grandmother that was
involved in hix life and would be the
person respongible for giving medical
sonsent. At the time of the survey, the
facility failed to provide evidence that
Client ¥1 or his legal guardian was
informeil of the invasive procedure
(colonoscapy) including lts attendant

Wise

Tisks anc consented to the procedurs,
483.430ta) QUALIFIRD MENTAL
W15 | RETARDATION PROFESSIONAL :
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ensuring his record was maintained
with c1. rent information. (See -
W120)

Wz | 443.460(2)(3) PHYSICIAN SERVICES | y 12

The facliity must provide or obtain
provent ve and general medicai cars,

This STANDARD is not met as
evidenccd by: Based on interview and
record rrview, the facility failed to
ensurc seneral and preventative care
services, for onc of the two cliepts
(Client 142) included in the sample.

The finc ing includes:

docutentation remains current and reflects
the progress of the individual,

The Qoveming Body seeks 10 ensure that
all individuals in the home are provided and
obtain preventivo and general medical care
in accordance with the rules and regulations
under Physician Services @)

: " OXl) FROVIDERAURILECLIA | o) MOTTPIE CORTROCTION X% DATE
ATEMENT OF DEFI ENCIES ¥ ) DATE SURVEY
STEMEn or?vcouz‘ oy IDENTIFICATION NUMBER: BMDNG___ COMPLETED
B, WING ___
. 93G168 Q1/10/2008
NAME OF PROVIRER, 3R SUPPLIER STREET ADDRESS CITY, STATE, ZIP CODE
3012 MILSTARY RD, NW
ST JORN WASHINGTON. DC 20015
*D 1D "SR ARY STATEMENT OF OEFICIENGES T 5 PROVIDER'S FLAN OF CORRECTION
FREFIX {EACh DEFICIENCY MUST BE PRECEDED BY | PREPIX {EACH CORRECTIVE ACTION SHOULD Br £
TAG FULL EGULATORY OR LSC IDENTIFYING TAC CRORS-REFERENCED TO THR APPROPRIATE oA
INFORMATION) DEFICIENCY)
W 159" [ Continued From page 4 W 139
Bach slient's active treatment program
muost ¢ integrated, caordinated ang
moniitored by a qualified mentat
retardation professional, )
The Goveming Body sceks to ensure that
each individual's active treatment program
- ARD i i3 integrated, coondinated, and monitored by
:}1':8:.::;13 A w;; :nozg;?r:saﬂ on 2 Qualified Mental Retardation Professional
intety ew and record review the On &n ongoing basls,
facility"s Qualified Mental Retardation
Professional (QMRP) failed to |- The QMRP met with the staff In the
: home to discuss the mutritionist 1/22/2008
adequately manltoy, imtegrate, and ions for Chient #1
coordinate cach client’s active Tecommendations ol
Treatment, The QMRP also contected the nutritionist to
.o . schadule and in-service with the staffon the
The findings include: nutrition plans for sfl the individuals in the
1. The QMRP failed to ensute the home. The nutritianist will completean in- | 1/18/2008
recomimendation made by Client #1's Servios with the siaff on 1/27/ 2008,
i s b plmnc 2 The QUR? st p g it o
) assigned case manager and Divector to
: ] T ey
2. The QMRP failed to ensure Client discuss #2's program actlvties. If #2's
#2's day program met his by current, The QMRP wil request reports
& feeds during monthly visits to ensure that the 112412008
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W322 | Continued From page 5 waz2
Revie v of Client #2's medical record on
January 10, 2008 at 4:34 PM revealed the The QMRP ohtained an mndiology
client was last seen by the Audiologist on May appointment for Client #2 for Macch | 1/25/2008
2, 2005, The audiological consultation form 4, 2008 at 9am.
revealyd that the client should have an annua)
evaluation, interview was conducted with the
‘| Qualified Mental Retardation Professional
(QMRP) on January 10, 2008 at approximatety
6;35 PM to ascertain if the cvaluation had
oeourtred.  Ascording to the QMRP, the Houge
Manager had attermpted unsuccessfully to get
an appointment, At the time of the survey, the
facility failed to ensure Client #2 receved the
recomeaended audiological services.
W356 | 483.46)(g)(2) COMPREHENSIVE DENTAL W3s6
TREA MENT
The facility must ensure compreheqsive dental The Governing Body seeks to
treaiment services that include denta] care ensure that all individuals sepved
needed for celief of pain and infections, obtain and recelve comprehansive
restorat on of testh, and maintenance of dental dental treatment in accordance with
health, (W336) 483.450 {2)(2).
This STANDARD is not met as evidenoed by:
Based ¢ 1 interview and recond review, the faclity
failed to ensure timely dental services, for one of
the two ulients (Client #2) included in the sample,
The QMRP scheduled a dental
The finding includes: appoimtment for Client #2 for
Roview of Client #2 records an January 10, 2008 January 29, 2008 at 9:30am with@l | 12472008
& 4:45p1n revealed Client #2 was seen by G (- scaling. QD
dentist 2. documentzd below. received authorization to complete
the cleaning,
Decembir 29, 2006- dental cotisultant
doctimented that the patient needed scaling,
December 3, 2007-the dontal consultant
documenied that the patient needed scaling,
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W356 | Cominued From page 6
; i : QMRP will have the HM call before the
gﬁ;::;:fgg;&::iﬁg#&tﬂn s:he_dulod appointment to ensure that the 172512008
January 10, 2008, at approximately dentist hes received authorization (4] hm
6:30 1"M was condhucted to ascertain it his scaltng completed before he attends his
the cl-ent had the recommended scaling appomntment.
camp eted as documented on both of
the afarementioned consultation
forms. The QMRP revealed that the
scalin y had not been completed
due to complications with pre-
authenizations For the dental services,
At the time of the survey, the faciity
failed to ensure Client #2 recejved the
recom nended dental services (scal ing)
in a tiraely mannsr,
w460 | 483.480(a) 1) FOOD AND
NUTRITION SERVICES
Each client must receive a The Governing Body seeks to ensure that
nourishing, well-balanced diet each individual receives appropriate food
including modified and specially- and nutritional services based on their
prescri sed diets, individual nseds in accordance with the
e ) vemj lations of W 460 section
This S ANDARD is not met ag f:s.dson(ga)r?%l Food and Nustrition
evidence by: Rased on ices.
observition, interview, and
Tecord review, the facility faifed
© ensu; e that each client received
a nourishing, well-balanced diet
including modified and specigl ly-
prescrit cd diets, for ote of the
twe clients (Client #1} jncluded
in the semple.
The fin'ing includes:
Observation and interview with Client The QMRP met with the staff in the home 1/22/2008
#1 on January 8, 2008 at 4:18 PM 1o discuss the mutritionist recommendations
revealed the client received crackers for Client#1. ’
and gpple slices with orange juice for a
sngok. It shoald be noted that elient The QMRP aiso contactad the nutritjonst to | 11872008
was observed to be of medium bujld schedule and in-service with the staff on the
with thir legs, nutrition plans for all the individualg in the
home. The nutritionist will complete an in-
f;v;g\gscf Client #1's record on Jaquary service with the staff on 1/27/ 2008,
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from . anuary 2007 theough October 2007,
According to the chart, the client weighed
138 piunds in Jaruary 2007 and welghed
128.2 pounds in Octabar 2007 (9 months
later), Continued review of Clisnt #1's
Tecord on January 10, 2008 st 2:07 PM
reveali:d the client's nutritional assessmant
dated April 18, 2007,

Aceorling to the assessment, Client #1
was &8 inches tall (5'8™) and had 4
desirec body weight mnge of 124 o 164
poond:. Review of the client's nutritional
quarterly dated October 31, 2007,
revealtd a recommendation thet

docur. tnted the client should be provided
with “Ligh calorie snacks twice a day (ice
eream, regular yogurt, and pudding).

Intervisw was conducted with the QMRP
on January 10, 2008 at 6:05pm to
ascertain i the recommendation by the
natritionist had been implemented and/or
address2d, According 1o the QMRP, a
mecting was held in December 2007 with
the QMR P, the residential nurse, and the
house m anager (HM) at which time the
Client #]'s decline in welght had been
discussed, howaver, at the time ofthe
survey, the nutritionist recommendation
to provite Clients #1 with high caloric
snacks had not been implemented and /or
addrassed,
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W460 | Contiwed From page 7 at 1:35 PM
tevea ed the client's monthly vital signs The QMRP inforimed the staff that Client #
chart “hat documented the client's weight 1 should be recelving high caloric snacks 1/22/2008

such o3 yogurt, ioe cream, pudding twice in
the evening; once when he arrives home
and then agein before he £0¢s to bed, This
Will help increase his weight,
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1000 | INTTIAL COMMENTS
The [:censute survey was conducted
from January 8, 2008 through Janary
10, 2008. A random semple of two
residents was sefccted from a residential
population of three males with mental
retarcistion and other disabilities. The
surve!* findings were based on
observations in the group home and at
two diy programs, interviews and
reviev: of records, including usual
ineide 1ts reports,
1082 | 3503..0 BEDROOMS AND
BATHROOMS
Each bathroom that is uged by residents
shall b2 equipped with toilet tissue,
paper swel and cop dispenser, soap for
hand washing, a minor and adequate
lighting.
This STATUTE fs not met as cvidense The Gaveming Body seeks to ensure that
by: Bared on observation and interview, all bathrooms are equipped with toilst
the GHMRP failad 10 ensure bathroom {issue, paper towels, a cup dispenser, and
were ecuipped with toilet paper and soap for hand washing,
paper wwel dispensers,
The finding includes:
Observitions of GHMRP's The QMRP informed the staff af their saff | 1222008
Environ nent and Interview with the meeting about enauring tha: aif bathrooms
- house rranager on January 10, 2008 at have the necded amenities. Bach bathroor
7:25pm revealed a rol] of paper towel has a wilet paper holder, totlet Papet, and
was housed In a shelf-like structure in paper towels at all iimes,
the halkway bathroom located on the
second lloor. Further observation
revealed there was no toifet paper and
toilet papyer holder {tube insert),
1206 | 350%.6 PERSONNEL POLICIES

1
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I 206
performed and that the employee’s healih
status would allow him orher to
perforn the required ditjes,
This STATUTE is not met as evidence The Goveming Body sseks to ensure that
by: Based an interview and record 2l new employees and consultants have
review, the GHMVRP falled 1o ensure that cunrent health cenificates thar state their
each eviployes, prior to employment and capabilities 10 perform their required duties.
annually thereafter, provided cvidance of This is evident in the poticy and procedure
aphys:cian’s ¢ertification thar manual for the aforementioned egency.
documentted z health inventory had been
perforred and that the employee’s health
status would aflow him or her 1o perfonm
the rcg Jired duties.
The finding inchudas;
Interview with the Qualified Mentg| All consultants have current health
Retardstion Professional (QMRP) and certificates in their personnel records. The 171372008
veview >f the personne! records on QMRP obtained their information and
Jatwuary 9, 2008 ar 4:58pm failed to placed them jn thalr assigned personnel
provide evidence of current health recards,
ceqtific: 1es for two consultants,
F271 | 35137 (b) ADMINISTRATIVE
RECOL DS
Each GI{MRP shall maintain for each
authorizzd agenicy’s inpection, at any
time, the: following administrative
records:
(b) Persannel records foe alf giaff The Geveming Body seeks to enstre thap
includin; job descriptions either at the 2ll adeninistrative records are accessible to
GHMREF' or in a ¢entral office and made those agencies that need to view them upon
avgilable upon request: : request in accordance with the policy and
procedures for Administrative Records |
This STATUTE is not met as evidence 271 section 3513.1 (b).
by: Base{ on interview and recard

review, the GHMRP failed to provide
l evidence of all staff"s 8l records.
—_Mmm iC; PZLD11
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The finding inchides:

Intervizw with the Qualified Mengal
Retatdation Professional and review of
the personnel files on January 9, 2008 at
approximately 4:58pm revealed that the
GHMEP failed 1o provide evidence of
personiiel files for the one consultant,

35203 PROFESSIONAL SERVICES:
GENERAL PROVISIONS

Profes:{anel services shall include both
diagnaoiis and evaluatiop, including
identification of developmental levels
and nex:ds, treatment services, and
services designed to prevent

deterio, ation or further Joss of funetion
by the resident.

This Steture is not roet as evidenced by:
Based cm interview and record review,
the GH VIRP fuiled to ensure
profess.onal services ware recelved in 3
timely 1nanner, for two of the two
residenis (Residents #3 and #2)
include in the sample.

149]

The findings include:

Review of Resident #2's medical
record an January 10, 2008 at 4:34 PM
revealed the olient was last scen by the
Audiolozist on May 2, 2006. The
audiolagical consultation form
ravealed that the client should have an
aonual n-evaluation, Interview wag
cotiducted with the Qualified Mental
Retatdat on Professional {QMRP) on
January |9, 2008 at approximately
6:35 PM 10 axcertain if the re-
evaluaticn had occurred. According to
the QMRP, the House Manager had
bean attempting to getan appointinent
but had Leen unsucccssful, At the time
of the suivey, the facility failed to
ensure Rigident #2 received the

1271

1401

All consultants have cutrent health
certificates in their persanncl records. The
QMRP obtained thelr information and
placed them in their assigned personnel
regords.

141372008

The Goveming Body seeks to ensure that
all fndividuals receive professional services
in a timely manner in sccordance with 7 401
section 3520, 3 Genera! Provistons,

The QMRP obtsined an audiology
appointment for Client #2 for March 4,
2003 at 9am,

12573008
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recom nended audiological services,
2. Review of Resident #2' records on .
January 10, 2008 at 4.45 PM revealed 2. The QMRP scheduled adental 1/24/2008
Resident #2 was seen by the dentist a5 appointmeant for Client #2 for January 29,
documented below: 2008 at 9:30am with NSRS for
scaling. W reccived authorization 1o
December 29, 2006 - the denta| complete the ¢leaning,
cohsulant docurnented that the paticat
needed scaling,
December 3, 2007- the dental
consuitant docymentad! that the patient
needed scaling,
Intervie » with the Qualified Mental
Retardz ion Professional (QMRP) on
Jaquary 10, 2008, at approximately
6:30pm was conducted to ascertain if'the
client had the recommended scaling
complet:d as documented on both ofthe
efareme ttioned consultation Forms, The
QMRP 2evealed that sealing had not
becn oo pleted due to complications
with the ore-authorization for dental
sérvices, At the Hme of the survey, the
feacility filled t ensurs Regident #
received the recommended detts)
services (scaling) in a timely manner,
1500 | 35231 RES[DENT‘S RIGHTS 1500
Eack GHMRP residence dicector shall The Governing Body secks to casure that
ensure the rights of residents are the rights of all jndviduals served are
abserved and protected in accordance protected This is evident in their
with D.C Law 2-137, this chapter, and participation ip self-advoeacy groups every
other applicable District and federa] other month,
lavys,
The individuals in the home also facilitate
This STATUTE is not met as evidence Self-Direction meetings ance a weok. Atths | 1/ /2008
by: Bated on interview and tecord Sclf Dirsction meetings the ndi viduais
review, the GHMRP falled to cnsure discues their rights and other topics of
the protes:ions of each clients rights, interest to thern. This gives them an
for one of the two residents (Regident Oppartunity o cxpress thamselves and
#1) includsd in the sample voice their opinions,
PORM CMS-2567 (82-58) ravicus Versions Obsolste Evem 1D PLDT)  Facillty iD: 09168 i continagtion sheet Page S of 8
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The fiadings include:

Interview with the Qualified Mentgl

Retar fation Professional {QMRP) and Client #1’s grandmother signed the consent | 1/24/2008

revienr of Resident #1's medical record on doctitments for him to have a solonoscopy,

Januay 10, 2008 at 1:20 PM revealed the Provisions will be made to oltain a copy of

resident had & colonoscopy on January 7, the sipned oonsent placed in his medical

2008. Continued interview was book. Client #1's grandmother is his

FORM CM$.2567 {02-89) Previous Versions Obsolete Event 1

conduzted 1o ascertain if consent had
been  btained for the invasive procechire.
Accor Jing to interview with the House
Manager (HM) on January 10, 2008,
conscrt was abtained by the resident’s
grandriother and was submitted to the
hospiti! at the time of the scheduled
colonascopy. The HM further revealed
that a ;0py of the consent was not
maintained in the resident's record, Tt
should be noted that interview witit the
HM on January 8, 2008 at 12:31 ™
revealed that the resident did not have the
¢apacity to give informed consent for the
use of inedication and/or medicg]
servica:. The HM revesled that Resident
#1 had .1 grendmother that was involved
in his li 't and wouid be the person
respons ble for giving medical consent,
Atthe time of the survey, the facility
failed tc provide evidence that Resident
#1 or hi: legal guardian was informed of
the lnvattive procedure (colonascopy)
including its amendant tisks and
consented io the procedure,

. PZLOIT  Facilty T, D362

limited medical guardian and this has been
made known to the court.
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The licengure survey was conducted
from January 8, 2008 through January
10,2008, A random sample of two
residunts was sclected from a
residenttal population of thres males
with inental retardation and other
disab lities. The survey findings were
based on nbservations in the group
home and at two day programs.
Interviews and revisw of records,
inchuc ing unuseal incident reports,
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